###### Strengths and limitations of this study

-   Participation from a broad cross-section of staff from 31 mental health facilities across six states in Australia.

-   Survey was developed and validated based on an extensive literature review and existing validated tools where possible.

-   Small sample size limits the generalisability of the study conclusions; some of the analyses did not reach significance, but replications with larger samples may rectify this.

Introduction {#s1}
============

Amidst growing interest in organisational and workplace cultures in healthcare contexts, there is increased understanding of the potential downstream effects of culture on outcomes for both staff (eg, well-being, work-life balance, burnout) and patients (eg, quality of care, mortality, disability).[@R1] The focus on culture in healthcare is particularly important as clinicians have disproportionately high rates of suicidal ideation, depression and burnout compared with other professions.[@R4] Such experiences are not only harmful to clinicians personally, but may have effects on patient care through, for example, decreased staff productivity,[@R5] and increased risk of medical errors.[@R12] Organisational culture is understudied across healthcare compared with other industries.[@R14] This is particularly concerning in mental health services as individuals working in these settings may be influenced more by localised culture than individuals in other types of health facilities, due to the importance of human relationships in the intense personalisation and continuity of care demanded for treating mental illnesses.[@R15] Further research into organisational and workplace cultures may be important in explaining this phenomenon, and facilitating effective culture change interventions within healthcare contexts.[@R5]

Person-environment fit {#s1-1}
----------------------

In an effort to understand what it means to fit in with the culture of a workplace group or organisation, researchers have proposed the theory of person-environment (P-E) fit. P-E fit is mobilised to understand an individual's compatibility with a component of their work environment, which can occur if: (1) one or both entities, that is, the environment and the worker, fulfil the other's needs; and/or (2) each entity has similar characteristics.[@R16] P-E fit comprises several distinct measures of environmental interaction, including person-job, person-supervisor, person-group (P-G) and person-organisation (P-O) fit.[@R17] The latter two, P-G and P-O fit, are particularly relevant here as they effectively refer to fit with workplace and organisational cultures, respectively. Within past fit research in healthcare settings, the trend across the included studies is that staff perceptions of compatibility with the work group (P-G)[@R19] or organisation (P-O)[@R22] are conducive to better staff outcomes.

Just as workplace subcultures and the broader organisational cultures are thought to interact,[@R2] it is reasonable to expect that P-O fit and P-G fit interact.[@R31] It is beneficial to investigate multiple measures of the environment simultaneously, as they are never experienced in isolation and may have the capacity to interrelate.[@R32] Indeed, a number of studies have investigated both P-O and P-G fit in healthcare settings (but not in the context of mental healthcare), finding a significant association with job satisfaction and turnover intent.[@R14] Additionally, only one study has investigated the potential interaction between P-O and P-G fit, which postulated that high P-G fit may help to temper the negative effects of low P-O fit (eg, where an individual's vision does not align with those of the organisation, but they are motivated by their coworkers). This study found no evidence for an interaction, which was attributed to methodological limitations such as only measuring certain components of P-O and P-G fit (see definitions in Components of fit section, below).[@R32] This points to further research being necessary in healthcare, and specifically in mental healthcare settings, to examine the relationships between P-O and P-G fit taking a holistic view of the environment, by using both P-O and P-G fit measures to develop a more rigorous survey procedure than previously accomplished.[@R16]

### Components of fit {#s1-1-1}

Adding to the richness of fit theory and its potentially complex manifestation in healthcare, P-E fit researchers delineate multiple components of fit. These components can be described as characteristic ways that an individual experiences fit with their workplace or organisation (eg, supplementary, complementary, needs-supplies and demands-abilities fit).[@R16] Supplementary fit, the most commonly studied component, is defined as the congruence between the individual and the environment, such as through sharing similar values, goals or 'personality'.[@R16] Complementary fit is the converse, and describes a type of fit in which the individual or their workplace or organisation fills a gap in, adds something unique to or 'makes whole' the other.[@R35] Two additional components, needs-supplies (where the individual's requirements, eg, for further training, are fulfilled by the environment[@R16]) and demands-abilities (where the individual has the required capability and capacity to meet environmental requests[@R16]) are studied less frequently, both within and outside healthcare. An individual may experience parts of each of these four components, contributing to the culminating feeling of 'fitting in' with the environment. However, no currently available survey tools comprehensively measure the components of P-O and P-G fit. This may limit the conclusions drawn with regard to the influence of fit, and particular components of fit, on staff outcomes in healthcare.

Fit in the workplace {#s1-2}
--------------------

A multitude of staff outcomes have been examined within past research in health settings. Staff burnout has been well studied in mental health settings due to its high prevalence and relationship with other important outcomes like staff retention.[@R40] However, there is a lack of information on the relationship between burnout and P-O or P-G fit, particularly the different components of burnout including emotional exhaustion, depersonalisation and personal accomplishment.[@R22] There is also less known about the relationship of P-O and P-G fit to job satisfaction and work stress in mental healthcare. Regardless of the dearth of studies on these outcomes, it was postulated that P-O and P-G fit might have importance given their associations with organisational and workplace cultures.[@R45] That is, past studies have found relationships between organisational and workplace cultures and staff outcomes, with the implication that fostering a healthy culture at work may be protective against the kinds of negative staff outcomes that are common in stressful vocations,[@R20] such as those found in mental health settings.

Against this background, the aim of the current study was to examine the associations between P-O and P-G and staff outcomes, including job satisfaction, burnout and work stress, in the context of mental healthcare. Based on this aim and the studies discussed, the following research questions (RQ) were developed:

RQ1: What is the association between P-O fit and staff outcomes, including satisfaction (RQ1a), work stress (RQ1b) and burnout, comprising emotional exhaustion (RQ1c) and depersonalisation (RQ1d)?

RQ2: What is the association between P-G fit and staff outcomes, including satisfaction (RQ2a), work stress (RQ2b) and burnout, comprising emotional exhaustion (RQ2c) and depersonalisation (RQ2d)?

RQ3: Is a significant proportion of the variance in staff outcomes, including satisfaction (RQ3a), work stress (RQ3b) and burnout, comprising emotional exhaustion (RQ3c) and depersonalisation (RQ3d), accounted for by the interaction between the components of P-O and P-G fit?

Methods {#s2}
=======

Study setting and participants {#s2-1}
------------------------------

The study was conducted in Australian community-based mental health facilities run by headspace. Headspace is a national mental health organisation comprising clinical, managerial and administrative staff that aims to provide early intervention mental health services for young people aged 12--25 years old.[@R48] All 97 headspace centres in Australia were invited to participate, and 31 headspace centres across six states were involved as research sites. All staff, students and volunteers from participating headspace centres (n=640) were invited to take part in the online survey via email in May 2017. Both clinical and non-clinical staff were eligible as they are all employees, and hence all contribute to work culture. Volunteers and students were eligible to participate based on evidence that low P-O and P-G fit make them more susceptible to outcomes such as burnout and turnover intent,[@R49] similar to employees.[@R22] A reminder email was sent out 2 weeks after the initial invitation, and the survey closed in July 2017. Based on the recommendations of commonly accepted rules-of-thumb for statistical analysis,[@R50] a minimum sample size of 120 participants was required for adequate statistical analyses.[@R50]

Patient and public involvement {#s2-2}
------------------------------

There were no funds or time allocated for patient and public involvement so we were unable to involve patients in this study. However, we have disseminated a plain language summary of our results to the public involved in the research and their organisations.

Survey measures {#s2-3}
---------------

### Overall survey {#s2-3-1}

The final survey consisted of 75 items including five demographic questions, 21 questions measuring each of the components of P-O and P-G fit, and 28 outcome items. All items were rated on Likert-type scales.

### P-O and P-G fit {#s2-3-2}

Following an extensive literature review, a list of items was generated to measure each of the hypothesised components of P-O and P-G fit; some items were adapted from existing questionnaires and others were freshly formulated for the study (see [online supplementary appendix 1](#SP1){ref-type="supplementary-material"} for specific sources).[@R34] Items were piloted with a group of experienced researchers (n=5) to test for possible misinterpretations of questions, instructions and response format. Minor adjustments were made to the final version of the survey. More information about the process of validating the survey can be found in a separate forthcoming article.
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### Staff outcomes {#s2-3-3}

Existing validated scales were selected to measure job satisfaction, burnout and work stress. Three items in the Job Satisfaction section of the Job Diagnostic Survey were used, and the remaining two items, which asked about the individual's perception of the satisfaction of 'most people', were excluded to prevent confounding of results with perceptions of the fit of other coworkers.[@R56] Good internal consistency for job satisfaction was found for the current sample (Cronbach's alpha=0.85).[@R57] Burnout was measured through a 10-item version of the Maslach Burnout Inventory[@R43]; this has been frequently used in health settings.[@R59] Only two subscales of burnout---emotional exhaustion and depersonalisation---were included in the current survey because the third component (personal accomplishment) is less applicable to non-clinical staff. For the current sample, good internal consistency was found for the emotional exhaustion and depersonalisation subscales (Cronbach's alpha=0.92 and 0.87, respectively).[@R61] An adapted version of the General Health Questionnaire-12 was used to measure work stress, with only one alteration ('many things stressful' was replaced by 'stressful' as it was deemed confusing in the context of this survey).[@R62] The internal consistency for work stress for the present sample was excellent (Cronbach's alpha=0.91).

Data analysis {#s2-4}
-------------

### Analysis of measurement instruments {#s2-4-1}

Following missing data imputation using the expectation maximisation algorithm to provide maximum likelihood estimates in IBM SPSS V.24,[@R64] data were imported into the LISREL pre-processor (PRELIS) and confirmatory factor analyses (CFAs) were conducted using LISREL V.9.30 to validate the P-O and P-G fit surveys.[@R65] The final survey items and further details about the process of CFAs can be seen in the [online supplementary appendix 2](#SP1){ref-type="supplementary-material"}.

### Analysis of the relationship between fit and staff outcomes {#s2-4-2}

To examine RQ1-RQ3, hierarchical multiple regression analyses (MRAs) were conducted, allowing the independent variability accounted for on each step of the regression to be analysed. Thus, the variability of fit (entered on step 2) could be measured over that accounted for by demographic characteristics of age, gender, role and time at centre (entered on step 1), which have been previously theoretically justified.[@R24] Assumptions of MRA (normality, multicollinearity, outliers, linearity and homoscedasticity) were tested prior to the analyses, and data pruning occurred in line with accepted practice.[@R53] Composite (mean) scales[@R68] were then computed for each fit component included from the final CFA models. To test RQ3, interaction terms were produced between the product of the variables in question (P-O and P-G fit), and these were centred to avoid multicollinearity.[@R53] This ensured that the test would measure if the interaction accounted for a significant proportion of variance above that of the variability of each fit component separately.

To account for the inflated familywise error caused by computing multiple tests, the Bonferroni post hoc adjustment was made.[@R70] Based on the 12 tests conducted with this data, the new alpha value for each test was α=00417. However, due to the conservative nature of the Bonferroni adjustment, significance was considered in relation to both adjusted α=0.00417 and non-adjusted α=.05 alpha values.[@R71]

Results {#s3}
=======

Demographics {#s3-1}
------------

Participants (n=194, 30.3% response rate) were 77.8% (n=151) female. Respondents had been employed at their mental health facility for a variety of lengths, from less than a month (2.3%) to over 5 years (8.9%). Respondents were most commonly aged between 30 and 39 years old (32.1%; n=63), but the age range of the sample varied from 18 to over 60 years old. The average number of respondents from each headspace centre was 5.8 (range 1--22; SD=4.95). For more details, see [online supplementary appendix 1](#SP1){ref-type="supplementary-material"}.

Multiple regression analysis {#s3-2}
----------------------------

For RQ1 and RQ2, hierarchical MRAs allowed prediction of the incremental contribution of the fit components beyond the variance accounted for by demographic characteristics.[@R66] For each hierarchical MRA, step 1 consisted of demographics. In step 1 of the hierarchical MRA, the demographics collectively accounted for a non-significant 3.9% of the variability in satisfaction (R^2^=0.039, F (4,183)=1.846, p=0.12); 6.7% in emotional exhaustion (R^2^=0.067, F (4,183)=1.411, p=0.23); 6.7% in depersonalisation (R^2^=0.067, F (4,183)=3.264, p=0.01); and 4.2% in work stress (R^2^=0.042, F (4,183)=1.998, p=0.09). In step 2, the fit data were added to the regression model ([online supplementary appendix 3](#SP1){ref-type="supplementary-material"}).

### The association of P-O fit and staff outcomes {#s3-2-1}

The P-O fit measures (value, goal and personality congruence, complementary, needs-supplies and demands-abilities fit) were added at step 2 of each of the four regression analyses, and accounted for a statistically significant increase in the variability accounted for by the model in all four outcomes (see [table 1](#T1){ref-type="table"}). Thus, RQ1 was answered (including RQ1a, RQ1b, RQ1c and RQ1d). There were differential results in regards to the relationship of each outcome to the components of P-O fit (see [online supplementary appendix 3](#SP1){ref-type="supplementary-material"}). The results indicated that needs-supplies fit was the only individual P-O fit component that accounted for a significant proportion of the variance in the staff outcomes of satisfaction (p\<0.001), emotional exhaustion (p=0.001) and work stress (p\<0.001). None of the other fit components individually accounted for a significant proportion of the variance, yet cumulatively they had a significant association with staff outcomes.

###### 

Proportion of variance of outcome measures accounted for by P-O fit measures, P-G fit measures and the interaction between P-O and P-G fit

  Variable                              R^2^    Adjusted R^2^   ΔR^2^\*   F†       ΔF       P of ΔF
  ------------------------------------- ------- --------------- --------- -------- -------- ----------
  P-O fit                                                                                   
   Satisfaction                         0.366   0.298           0.305     8.951    13.554   \<0.001‡
   Emotional exhaustion                 0.277   0.236           0.236     6.766    9.625    \<0.001‡
   Depersonalisation                    0.328   0.290           0.266     8.646    11.699   \<0.001‡
   Work stress                          0.235   0.192           0.186     5.439    7.156    \<0.001‡
  P-G fit                                                                                   
   Satisfaction                         0.158   0.120           0.060     4.184    6.738    \<0.001‡
   Emotional exhaustion                 0.100   0.060           0.058     2.488    2.961    0.014§
   Depersonalisation                    0.286   0.254           0.224     8.945    14.022   \<0.001‡
   Work stress                          0.104   0.064           0.054     2.590    2.708    0.032§
  Interaction between P-O and P-G fit                                                       
   Satisfaction                         0.237   0.237           0.001     9.283    0.312    0.577
   Emotional exhaustion                 0.193   0.161           0.005     6.131    1.117    0.292
   Depersonalisation                    0.330   0.304           0.000     12.686   0.003    0.957
   Work stress                          0.133   0.099           0.002     3.930    0.507    0.477

Interaction between P-O and P-G fit is adjusted for age, gender, time and role at centre.

\*∆R^2^ based on change in the R^2^ from Sstep 1 of the multiple regression analysis.

†F value based on Sstep 2 of the hierarchical multiple regression analysis.

‡Significant at α=0.00417 after Bonferroni adjustment.

§Significant at α=0.05.

P-G, person-group; P-O, person-organisational.

### The association of P-G fit and staff outcomes {#s3-2-2}

RQ2 was addressed with the same methods as for RQ1, but with the four P-G fit components added in step 2 of the regression. Here, the results ([table 1](#T1){ref-type="table"}) suggested that a significant proportion of the variance accounted for in job satisfaction (RQ2a) and depersonalisation (RQ2d), but this association was not significant for emotional exhaustion (RQ2c) or work stress (RQ2b). However, if the Bonferroni adjustment was not considered, P-G fit accounted for significant variation in all outcome measures. The only significant individual component of fit was goal congruence, which significantly accounted for a proportion of the variance in depersonalisation (p=0.004) ([online supplementary appendix 3](#SP1){ref-type="supplementary-material"}).

### Testing for the interaction between P-O and P-G fit {#s3-2-3}

Three-step hierarchical MRAs tested whether there was an interaction between P-O and P-G fit that influenced the relationship between P-O fit and the outcome variables. Demographic statistics were entered into step 1, the main effects of P-O and P-G fit were entered on step 2, and the interaction product term (P-O × P-G) was entered on step 3. This simplified interaction term was appropriate due to the exploratory nature of the study.

Step 1 of the hierarchical MRA suggested that demographics accounted for a non-significant proportion of variability. In step 2, the mean P-O fit and P-G fit scores were added to the regression equation. The addition of P-O and P-G mean scores accounted for 23.7% of the variance in satisfaction (R^2^=0.237, F (7,180)=9.283, p\<0.001); 19.3% in emotional exhaustion (R^2^=0.193, F (7,180)=6.131, p\<0.001); 33.0% in depersonalisation (R^2^=0.330, F (7,180)=12.686, p\<0.001); and 13.3% in work stress (R^2^=0.133, F (7,180)=3.930, p=0.001). There was no statistically significant increase in the amount of variability accounted for in any of the outcome measures (RQ3, including RQ3a, RQ3b, RQ3c, and RQ3d) when the interaction term was added to the model (step 3; [table 1](#T1){ref-type="table"}). Additionally, none of the components of fit individually accounted for a significant proportion of variance in any of the staff outcomes ([online supplementary appendix 3](#SP1){ref-type="supplementary-material"}).

Discussion {#s4}
==========

This study offers new insights into the conceptualisation of P-O and P-G fit, and their associations with staff outcomes in the context of mental healthcare, adding richness to the current research landscape. The results suggest the important influence of fit perceptions on staff outcomes within mental healthcare, a notably challenging working environment. Below, each of the results of the MRAs is discussed in turn.

As expected from previous literature, there was a significant association of P-O fit with all four of the staff outcome variables.[@R22] Moreover, the significant variance accounted for by the individual component of P-O fit, needs-supplies, with the outcomes of satisfaction, emotional exhaustion and work stress, indicates the importance of staff working in mental health facilities feeling valued, validated and recognised at work. These findings highlight the importance of measuring multiple components of fit, first identified in 1996, but still rarely studied.[@R16] By extension, this suggests the importance of organisational culture in fostering a welcoming, healthy work environment to allow individuals to feel this sense of fit. By measuring individual components of fit, this study was able to determine the unique importance of needs-supplies fit for staff working in mental healthcare, and yet needs-supplies fit is rarely studied in P-O fit research.

The pattern of results from the P-G MRA, whereby only two of the staff outcomes were significantly associated with P-G fit, raises various questions regarding the conceptualisations of P-G fit. The non-significant associations of P-G fit with emotional exhaustion and work stress may be attributed to limitations in the survey used for the study, for example, due to the limited range of values used to measure work stress. Another potential issue is the extent to which each aspect of burnout is appropriate to assess in both clinical and non-clinical staff, as was the case in this study. However, the other measured component of burnout, depersonalisation, was significantly associated with P-G. Hence, these results provide some evidence supporting the importance of workplace culture in promoting P-G fit, which may improve some staff outcomes.

Consistent with the results of Vogel *et al*,[@R32] there was no significant interaction between P-O and P-G fit beyond that accounted for by the main effects and demographic characteristics. This lack of interaction manifested despite previous theoretically based arguments that suggest healthcare is to a considerable extent composed of differentiated, and oftentimes fragmentary cultures (eg, in terms of distinctive work areas or professional groupings). There are previous suggestions that these subcultures (measured through P-G fit), may be of more importance for staff outcomes than P-O fit.[@R2] It is possible that the perception of fitting in with one's work group and organisation do not interact in the context of mental healthcare, but to the contrary qualitative research suggests they do interact.[@R74]

Research implications {#s4-1}
---------------------

The results of this study have implications for practical approaches to perceiving fit at work. Ultimately, this work has the potential to influence the way work culture as a whole is understood, identified and measured. The results could be applied to culture change interventions, and particularly improvements to staff well-being at work. For example, the results suggest P-O and P-G fit may be important in understanding how mental health staff experience their workplace and organisation. This can be particularly beneficial in understanding the factors contributing to burnout and work stress. Following further research to unpack and understand these concepts and their relationships in practice, these results might contribute to the design of new interventions to improve staff workplace experience, thereby potentially improving staff outcomes.

Strengths and limitations {#s4-2}
-------------------------

A larger sample size and more participants at each research site may have been beneficial, and perhaps across multiple healthcare settings, to elucidate further the trends in the relationship of P-O and P-G fit to staff outcomes, and the size and extent of any interactions. It would have also been useful to further analyse the effect of responder demographics on results, as it was a potential source of bias in this study. Additionally, exploring the theoretical basis of potential interactions could be useful for future studies.

Conclusion {#s5}
==========

This study provided key information by which to understand how fit is associated with staff outcomes in mental healthcare. It offers a new approach, and provides a stepping-stone for future research in P-O fit, P-G fit and organisational and workplace cultures, and the application of this paradigm to healthcare contexts. Although further research would be prudent in order to verify the extent to which interactions between P-O and P-G fit prevail, the results as they stand contribute a fresh understanding of the importance of the association between the components of fit and staff outcomes.
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